I have outlined the history. She stated that she had not suffered from any chest trouble before the accident. Since she had been able to get about the dyspnoea had increased, and had prevented her from returning to work. Exan ination.-Marked inspiratory and expiratory wheeze was present. This was greatly accentuated by slight exercise, which caused obvious dyspnoea. Her colour was good. She coughed incessantly, but produced no sputum. The trachea and larynx were normal to feel.
On auscultation a loud inspiratory and expiratory rhonchus was audible over the mid-zone of the chest on the left side; it was best heard posteriorly. No other chest abnormality was found on clinical examination.
Investigations.-Indirect laryngoscopy showed the vocal cords to be normal, and they moved normally and equally.
Radiographs of the chest disclosed fractures of the first, second, third, and fourth ribs on the left side, with no displacement, and callus formation present. There was no fluid and no air in the pleural cavity, nor any pleural thickening present. The lung fields, heart, and -mediastinum appeared normal.
Radiographs were then taken in inspiration and expiration; in the expiratory phase obstructive emphysema of the left lung was evident with shift of the mediastinum to the right, suggesting that there was an obstruction in the left main bronchus causing delay in the escape of air from the left lung.
At bronchoscopy the cords appeared normal and moved equally; the trachea was normal, as was also the carina. On the right side no abnormality was seen, but on the left side, about half-way between the carina and the upper lobe orifice, there was a stricture, the normal lumen being reduced to about half a centimetre. Mobility and motility were normal. The stricture was lined with normal mucosa and there was no ulceration. It was crescentic in contour. The stricture was dilated and enlarged readily, with no feeling of resistance. The stricture appeared unlike an ordinary fibrous one; it seemed elastic in nature, as on withdrawing the largest bougie from it the constriction promptly returned to its former size. The narrowing was certainly not malignant in nature; it gave the impression that it consisted of mucosa and soft tissue only without any cartilaginous support. In other words, simple fracture of the bronchial wall had occurred with displacement, the narrowing being due to overriding and mal-alignment of the two ends.
Tomograms were taken to try to demonstrate the region of the narrowing in the left main bronchus. Unfortunately satisfactory films were not obtained. I Treatmnenit.-Fruitless attempts at dilatation were made at intervals, till it was obvious that some other method of treatment would have to be tried.
The nature of the stenosis seemed quite evident the only other possible alternative was congenital agenesis of cartilage in the left main bronchus. I have seen such a case, but the lung was collapsed, and the history ruled out this diagnosis.
Excision of the stricture with repair, or E failing that, as a last resort, pneurnonectomy, seemed the only line of treatment likely to cure the disability. Early in February, 1948, left thoracotomy was performed. The pleural cavity was quite free of adhesions. The left main bronchus was isolated and was fractured about its centre, the break in continuity of the cartilage being felt easily. There was no evidence of previous trauma to the mediastinum, except that the fracture line was firmly adherent to the pulmonary artery by fibrous adhesions. There was no suggestion of some other pathological process being presenit. The stricture was then resected, -.-Radiograph (Aug 28, 1948) after instillation of lipiodol n left main bronchus showing absence of stenosis of left nain bronchus after operation. the back wound was then wrapped round the join to reinforce and protect it. At the end of the operation positive pressure inflated the lung readily, and there was no leak of air through the suture line. An intercostal tube was inserted and connected with an underwater seal as a safety valve.
Convalescence was uneventful. No pneumothorax and no atelectasis occurred. The whceze and audible rhonchus disappeared.
The pathological report on excised portions of bronchus stated: "This certainly looks as though the cartilage had been fractured. There is a zone of rather vascular fibrous tissue between two pieces of cartilage whose apposing edges are very irregular."
The patient was discharged from hospital at the beginning of March, 1948. Progress. The patient has been examined at regular intervals. She has had no further chest troubles.
Wheezing has not returned and there is no dyspnoea on moderate exercise. She has been working hard throughout the summer. Her only complaint is that she tires more quickly than formerly and has occasional dry cough. Bronchoscopy was last performed in October, 1948. and revealed a normal left bronchial tree. The mucosa in the region of the anastomosis was in continuity, no ulceration being present, and the wire sutures were not visible. The only abnormality was the absence of normal motility in the region of the anastomosis.
In October, 1948, the patient's vital capacity was 2,700; before operation it was 2,100. A radiograph taken in October, 1948, showed some peaking of the left diaphragm, but otherwise there was no abnormality. Lipiodol was instilled to outline the left main bronchus; the radiograph showed no difference from the normal.
I am hopeful that a fibrous stricture will not develop. Mechanism.-Rupture of the bronchus is not the result of penetration by fractured ribs, but appears to be due to a severe shearing force which results in the relatively rigid bronchus breaking, whereas softer structures, such as lung tissue proper and vessels, may escape damage. Schonberg (1912) suggests that actual compression of the bronchus may occur between a relatively elastic chest wall anteriorly and rigid spine posteriorly, and that at the time of impact the lungs are in the expiratory phase with the glottis closed.
DISCUSSION
Treatment. -Kinsella and Johnsrud (1947) In the absence of infection in the collapsed lung, to relieve dyspnoea and to correct chest discomfort and displacement of the mediastinum, artificial pneumothorax has been performed by Clerf (1940) , and also by Tyson and Lyle (1942) . This treatment brought about relief of symptoms. Thoracoplasty has also been advocated to counteract the evil effect of excessive mediastinal shift. Jones and Vinson (1939) advise pneumonectomy, should infection occur in the atelectatic lung. Pneumonectomy was performed in one case of this type by Kinsella (1947) , but is the only one recorded to date. SUMMARY An example of traumatic fracture of the left stem bronchus is described. The patient was a woman, aged 37, who was injured in a motor-car accident in July, 1947 . In February, 1948 , the condition was diagnosed and treated by excising the stricture, which had formed at the site of the fracture, and joining the cut ends of the bronchus by endto-end anastomosis. The patient made an uninterrupted convalescence, and the bronchial tree is now normal. The literature upon this topic is reviewed and discussed.
